Trainee doctors must acquire skills in resuscitation, but opportunities for learning on real patients are limited. One option is to practise these skills in newly deceased patients. We sought opinions from 400 multiethnic guests at an open-access dinner dance for members of a local community. The questionnaire could elicit the responses strongly agree, agree, unsure, disagree or strongly disagree. 332 (83%) guests responded. For non-invasive techniques, 32% of responders supported practice without consent, 74% with consent. Support diminished with increasing invasiveness of procedure. 91 % of the sample were uncomfortable about the procedures, the commonest reason being 'respect for the body' (264/302). 86% of responders felt that practice should last for no more than 5 minutes. The most popular solutions were for people to carry a personal card giving consent (89%) and establishment of a central register of individuals consenting to be practised upon after death (79%).
INTRODUCTION
Doctors in training must become adept in emergency procedures such as central venous cannulation if high complication rates are to be avoidedl. However, there are few opportunities for practice of resuscitation skills in 'real' patients. Anaesthesia departments, for example, can provide training in intubation to only a few. Schemes such as the Advanced Life Support Course and the Advanced Trauma Life Support Course offer training on mannequins and animal carcasses, but those only partly simulate the human being. The same is true of cadavers in the anatomy department, rendered stiff and unmalleable by preservation techniques. Therefore some institutions have turned to the use of recently deceased patients. But in 1992 a joint statement from the British Medical Association and the Royal College of Nursing condemned such practices in the UK, with subsequent agreement from the President of the Association of Anaesthetists2. The BMA's standpoint is reasonable; but, if there was evidence that a majority of the public favoured such training methods,the question would deserve a second look. To practise on live patients is not without risk, whereas newly deceased patients can suffer no further harm. We conducted a survey to determine the likelihood of consent being granted to a range of resuscitation procedures in the newly deceased, and the reasons for refusal of consent, in the hope of identifying solutions acceptable to the general public. METHODS A pilot study was performed in the reception area of an accident and emergency department, by a group of medical students, to validate a questionnaire. Then we used the questionnaire on a larger series of persons who would not feel any constraint in their answers, at a seasonal dinner dance in the local community. 400 guests at the start of the function were provided with a questionnaire and the nature of the study was explained. No pressure was applied other than the promise to enter all questionnaires into a prize draw. The guests had not started drinking alcohol and we stressed that we were not looking for a particular answer. The following terms were used and defined for the respondents: Non-invasive procedure 'No skin puncture or intentional bleeding caused, e.g. putting a tube into the windpipe through the mouth' (endotracheal intubation); Invasive Procedure (A) 'Skin puncture involved, e.g. putting a thin plastic tube into a vein in the neck' (central venous cannulation); Invasive Procedure (B) 'Skin cutting involved and stitches required to close wound. More bleeding is anticipated than simple skin puncture but this can be controlled. e.g. cutting the front of the neck to put a tube into the windpipe' (cricothyroidotomy).
The questionnaire consisted of statements to which the response could be graded strongly agree, agree, unsure, disagree, strongly disagree. Free text comments were encouraged and were elicited by the research helpers at the gathering. The results were analysed by linear regression with robust confidence intervals. The Stata statistical package (Stata Corporation 1997) was used for this purpose.
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'Central Middlesex Hospital, London NW10 7NS, UK; 2Department of Public Health, Imperial College School of Medicine, London, UK Correspondence to: Mr SS Tachakra 332 of the 400 (83%) answered the questionnaires. The age range was 19-70 years (mean 34, median 31). Male/female ratio was 1.06:1. The guests were of mixed ethnic origin including a third each of caucasian, South Asian, and Afro-Caribbean descent. Their level of education and employment varied from unemployed garage mechanic to retired headmaster. For the purposes of statistical analysis 'agree' and 'strongly agree' were grouped as a single entity, as were 'disagree' and 'strongly disagree'. Data are presented in tables 1 and 2. Only a minority of our sample population (35.5%) agreed with the use of cadavers without consent for all forms of medical training irrespective of the degree of invasiveness. However, with consent most were in favour of such training. This figure decreased with increasing invasiveness of procedure (non-invasive 74%, skin puncture 71%, incision and suturing 64%). 86% thought that 5 minutes was an appropriate time for practice of resuscitation skills, a common free-text statement being that 'the family should not be made to wait too long'. 91% of respondents felt uncomfortable with the idea of doctors' practising resuscitation skills on a relative of their own and we examined possible reasons for this. Respect for the deceased was the commonest (87%), followed by worries about bleeding and lack of haemostasis at funeral proceedings (77%) and infliction of emotional distress on relatives (66%). Two-thirds felt that such practices would erode the community's trust in doctors, with accompanying remarks including 'doctors sometimes show a morbid sense of humour in inappropriate settings'.
Although respondents were uncomfortable with the idea of doctors' practising resuscitation skills on newly deceased persons, many of the free-text comments recognized that such skills would be useful in the management of dying patients and, with consent, their acquisition should be encouraged. Who, then, should give the consent? Our results, like those of Benfield5 and Brattebo6, indicate that the public finds the use of recently deceased cadavers for medical training acceptable provided that the corpse is accorded due respect and protocols are adhered to. Of the practical options discussed, the use of specific consent cards for such training was the most acceptable to our sample and we think that this should be considered for development. A possible way forward is to make such cards available in the manner of organ donor cards at surgeries, chemists, libraries and shops. Another appealing proposal is to create a central register. Our study suggests that either of these strategies would be acceptable to most people.
